
 
 

 

 

 

  

 

NEW PATIENT REGISTRATION FORMS AND CONSENTS  

 
Name: _______________________________ Date of Birth: _____/_____/_____ Gender:      Male       Female 

Address: ________________________________________ City: _______________ State: ______ Zip Code: _________ 

Home Phone: (_______) _______-________   Cell Phone: (______) _______-_______ Work: (______) ______-_______ 

Contact Preference:      Home      Cell       Email     Email: ___________________________________________________     

Emergency Contact Name: ___________________________________  Emergency Contact Phone: (_____) _____-_____ 

Referring Physician: _________________________________________________________________________________ 

Primary Care Physicians: _____________________________________________________________________________ 

Any Other Specialty Physicians: _______________________________________________________________________ 

Pharmacy Name: ________________________ Phone: (_____) ______-______ Address: _________________________ 

Wound(s) Location: _________________________________________________________________________________ 

When did you first notice the wound(s)? _________________________________________________________________ 

How did the wound(s) occur? _________________________________________________________________________ 

 

PAST MEDICAL HISTORY: Please check any of YOUR previous conditions. 

 Diabetes Type I     Stroke      HIV/AIDS 

 Diabetes Type II    Peripheral Vascular Disease   Hepatitis B 

 Lupus/Autoimmune    Venous Disease     Hepatitis C 

 Anemia      Lymphedema     Defibrillator  

 High Blood Pressure    Cancer      Depression 

 Heart Disease     Kidney Disease     Anxiety 

 High Cholesterol    Elevated Creatinine    Seizures 

 Blood Clots     COPD      Other: _______ 

 Heart Attack     Emphysema 

 Atrial Fibrillation     Asthma 

Height:________ Weight:_________ 

 

PAST WOUND HISTORY: Please check any of YOUR previous conditions and elaborate if yes. 

 History of wound recurrence and/or history of bone infection _________________________________________ 

 Currently and/or recently on antibiotics____________________________________________________________  

 Had recent imaging (XR/MRI) where wound is located ______________________________________________ 

 Currently have an Infectious Disease Doctor _______________________________________________________ 
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PAST SURGICAL HISTORY: Please list any surgeries that may be pertinent to the wound(s) of your history below.  

 

 

Are you allergic to any medications? If yes, please list them here:   ___ 

 
 

 

 

 

Patient agrees to participate in medication history retrieval: Yes:   No:    
 

 

Please list all current medications, dosage, and frequency: 

 

 

 

 

 

 

 

 

 

SOCIAL HISTORY:  

Do you use tobacco?     Yes       No       Former  If yes, what type of tobacco?______________________ 

Packs per day_________________  Years Smoked______________  Quit Date___________ 

Do you have Home Heath?         Yes         No 

If yes, please list the name of the Home Health Agency and contact information of your nurse: _______________ 

___________________________________________________________________________________________ 

 

Type or surgery and/or procedure Date or Year Surgeon 
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REVIEW OF SYSTEMS: Please check ANY symptom you are experiencing.  

 

Constitutional:        Integumentary: 

 Chills         Change in Hair, Nails, Skin 

 Fatigue         Calluses / Corns 

 Fever         Hyperpigmentation 

 Weight Change        Ulcers 

 Glasses / Contacts       Prone to Skin Tears 

 Vision Changes    

 

Respiratory:        Musculoskeletal: 

 Cough         Assistive Devices 

 Shortness of Breath       Decreased Activity 

 Oxygen Use 

         Neurological: 

Cardiology:          Abnormal Gait 

Chest Pain        Numbness 

 Dyspnea on Exertion       Pain from Neuropathy 

 Edema         Paralysis 

 Intermittent Claudication      Weakness 

 Lower Extremity Resting Pain      Seizures 

 Orthopnea       

         Psychiatric: 

Gastrointestinal (GI):        Anxiety 

 Difficulty Swallowing       Claustrophobia 

 Nausea / Vomiting / Diarrhea      Depression 

 Stomach pain        Suicidal  

 

Allergic/Immunologic:       Hematologic/Lymphatic: 

 Frequent Rashes       Bruising and/or Bleeding Disorder 
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FAMILY HISTORY: Please place a check in the boxes that apply.  

 

Conditions Mother Maternal 

Grandparent 

Father Paternal 

Grandparent 

Sibling Child No History 

Unknown History        

Non-Contributory        

Diabetes        

Heart Disease        

Hypertension        

Lung Disease        
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Patient Financial Responsibility Form 

 
 

FINANICAL RESPONSIBILITY: I understand that I am financially responsible for any balance for 

services rendered by Wound evolution and agree to pay said provider. I understand that I am responsible for 

all health insurance deductibles, copayments, and coinsurance charges that are and/or are not covered by my 

insurance policy. I hereby consent to the release of information necessary to process claims with my insurance 

policy. 

 

 
While Wound Evolution participates with the majority of third-party plans available in our area; it is your 

responsibility to verify that your physician is currently participating in your plan. 

 

 
If your policy requires written authorization from your Primary Care Physician, as a courtesy for our patients, 

we will request authorization in advance. However, we cannot guarantee authorization will be granted; 

therefore, it is your responsibility to verify the authorization with your Primary Care Physician so that you do 

not incur any charges. 

 

 
Patients without medical insurance coverage are responsible for all charges that results from professional 

services provided by our physicians. Payment is due when services are rendered unless other payment 

arrangements have been approved. 

 

 
COLLECTION AGENCY FEES: This practice reserves the right to consider delinquent patient 

accounts for external collection efforts in accordance with state and federal regulations. 

 

 

By signing below, I acknowledge that I have read, understand, and accept this policy. 

 

 

Print Name: ______________________________________________ Date: _____/_____/_____ 

 

Signature: _____________________________________________________________________ 

 

 

 



  

Page 6 of 13 

 

 

 

Consent for Medical Photographs  
 

 

I hereby authorize Premier Provider Health associates and any covering physician, technician, clinician, 

employee, or representative to take photographs for purposes relating to the medical treatment, medical 

study, education and/or research of the patient. 

 

 
I understand that these images will be stored in a secure manner to protect them from any unintended use by 

any unauthorized party. I understand and agree these images may include of infer information regarding 

medical conditions and/or treatment at the Premier Provider Health clinics and affiliated entities. 

 

 
This consent is expressly intended to release from liability all personnel of Premier Provider Health, as well 

as all physician(s), technician(s), clinician(s), employee(s), and representative(s). 

 

 

 

 

 

 
 

        Name of Patient or Authorized Individual  Name of Witness 

 

 

 

 

        Signature of Patient or Authorized Individual  Signature of Witness 

 

 

 

 

        Date  Date 
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Attendance Policy  
 

CANCELLATIONS/NO SHOW: Healing chronic wound requires consistent attendance and taking an active role 

in your treatment. The time it takes to heal wounds varies from patient to patient but can take many weeks. You 

must be willing to commit to this entire time for the treatment plan to be effective. 

 
Compliance with scheduled appointments, physician orders, wound care instructions, and your treatment plan is 

essential. Patients who do not comply with Wound Evolution’s appointments, physician orders, wound care 

instructions, and/or their treatment plan will be discharge from the clinic and will be required to find another 

health care provider for their wound care services. 

 
Patients will be considered non-complaint if any of the following occurs: 
 

1. Three (3) ‘No Call/No Show’ missed appointments; 
 

2. Three (3) appointment cancellations without 24 hour notice; 
 

3. Five (5) cancellations in total; 
 

4. Failure to follow physician orders, wound care instructions, and/or treatment plan 

 

 

Premier Provider Health reserves the right to charge you a $25.00 fee to cover administrative cost and lost 

treatment time for Short Notice Cancellations/No Show Fee 

 

 

APPOINTMENT TIME: Patients who are more than fifteen (15) minutes late for their scheduled 

appointment time will be rescheduled. Day and time of rescheduled appointments are subject to 

availability. Please be on time for all appointments to avoid interfering with other patients’ treatment. 

 

CHANGE OF INFORMATION: It is your responsibility to notify this office of any change regarding your 

insurance information, phone number, and/or address. 

 
By signing below, I acknowledge that I have read, understand, and accept the policy 

 

Print Name:       

Signature:  Date:  /  /    
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HIPAA Acknowledgement and Release Form 

 
In our efforts to comply with the Health Insurance Portability and Accountability Act (HIPAA) we need to be 

certain that we guard your privacy according to your wishes when it comes to your family, friends, and co-

workers. 

 

Please check your choice response to the following questions: 

May we leave messages on a voice mail at work?   Yes  No 

May we leave messages on an answering machine at home?  Yes  No 

May we leave messages on a cell phone?    Yes  No 

 

I agree to allow Wound Evolution to disclose my Health Information (including date/time of appointments) to: 

___ Spouse:                

___ Other Member(s) of my Family/Household:          

                

___ Other(s):               

 

You must inform us in writing of any changes in your directive. This record takes effect Jan 1, 2022 and will be 

kept in your file along with your acknowledgement of receipt of our Notice of Privacy Practices. 
 

Print Name:        

Signature:  Date:  /  /    

 

 

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT FORM 

 

I,        , have been allowed to review/and have been offered a copy 

of Wound Evolution Privacy Practices. 

 

I,        , have received a copy of Wound Evolution Privacy 

Practices. 
 

Print Name:        

Signature:  Date:  /  /    
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Medical Release Form  
 

I  , by my own free will, authorize WOUND EVOLUTION to 

release and/or obtain all medical records on my behalf. 

 
PATIENT INFORMATION IS REQUIRED FOR THE CONTINUANCE OF CARE. 

 

INFORMATION TO BE RELEASED OR ACCESSED: 
  

1. Face Sheet & Demographics 

2. History & Physical Report(s) 

3. Lab/Path Reports & Diagnostic Images 

4. Operative Reports 

5. Other:    
 

 

I understand that my records are confidential and cannot be disclosed without my written consent, except 

when otherwise permitted by law. I understand the information to be released is for the specific purposes 

stated above, and any other use of this information without written consent of the patient is prohibited. I 

understand that any disclosure of information carries the potential for unauthorized re-disclosure and the 

information may not be protected by federal confidentiality rules. 

 

I understand that I may revoke this authorization at any time by notifying WOUND EVOLUTION in 

writing. 

 

I understand that this authorization will remain in effect until I revoke it in writing.  

 

 
      Print Name: ____________________________________________ D.O.B _______/_____/_____ 
 

 

Signature:  Date:  /  /   
  

           REVOKE / CANCEL THIS AUTHORIZATION  

           

           Patient/Legal Representative Signature Date     
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Informed Consent to Minor Surgical Procedure(s) 

 
1. TITLE OF FORM 

The purpose of this form is to verify that you have received appropriate information on potential 

procedures required for wound healing and that by signing this form, you are giving your consent to 

the surgery or special procedure(s) recommended to you. You should read this form carefully and ask 

questions of your providers so that you understand the potential procedure(s) when signing this 

consent. 

 

2. RECOMMENDATION 

You medical providers affiliated with Wound Evolution Wound Care & Hyperbaric Medicine 

and/or their medical associates have recommended the following operation or procedure: surgical 

and/or selective debridement of your wound(s) and the following type of anesthesia: topical 4% 

lidocaine. 
 

Upon your authorization and consent, this minor surgical procedure, together with any different or 

further procedures which, in the opinion of the medical provider(s), may be indicated due to the 

necessity of wound healing will be performed. The operations or procedures will be performed by the 

providers affiliated with the named entity above (or, in the event the named provider is unable to 

perform or complete the procedure, a qualified substitute medical provider), together with associates 

and assistants to whom the medical provider(s) performing the procedure may assign designated 

responsibilities. 

 

3. PRACTITIONER 

By signing this form, you are consenting to the above medical professionals to perform appropriate 

minor surgical procedures or related procedures for wound healing. Other procedures may include 

incision and drainage of a simple abscess, suturing, removal of sutures or staples, compression wraps, 

placement of negative pressure wound therapy, total contact casting, placement of cellular or acellular 

tissue-based products, and/or chemical cauterization. 

 

4. STANDARD RISKS 

All operations and procedures carry the risk of unsuccessful results, complications, injury, or even 

death, from both known and unforeseen causes, and no warranty of guarantee is made as to result to 

cure. You have the right to be informed of: 

• Risk of bleeding and further potential surgery; 

• Risk of infection requiring further medical therapy or surgery; 

• Risk of adverse effects from topical or injectable anesthesia used; 

• The likelihood of achieving treatment goals; and 

• Reasonable alternatives and the relevant risks, benefits and side effects related to such 

alternatives, including the possible results of not receiving care of treatment. 
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Except in cases of emergency, operations or procedures are not performed until you have had the 

opportunity to receive this information and have given your consent. You have the right to give or refuse 

consent to any proposed operation or procedure at any time prior to its performance. 

 

Your signature on this form indicates that: 

  You have read and understand the information provided in this form; 

  Your doctor has adequately explained to you the operation or procedure and the anesthesia set forth 

above, along with the risks, benefits, and the other information described above in this form; 

  You have had a chance to ask your doctors questions; 

  You have received all the information you desire concerning the operation of procedure and the 

anesthesia; and 

  You authorize and consent to the performance of the operation or procedure and the anesthesia. 

 
 

Signature:    

(Patient/Legal Representative) 

 

 
Physician / Advanced Practice Practitioner Certification 

 

 

I, the undersigned physician or advanced practice practitioner, hereby certify that I have discussed 

the procedure described in this consent form with this patient (or the patient’s legal representative 

and/or interpreter), including: 

  The risk and benefits of the procedure(s); 

  Any adverse reactions that may reasonably be expected to occur; 

  Any alternative efficacious methods of treatment which may be medically viable; 

  The potential problems that may occur during recuperation; and 

  Any research or economic interest I may have regarding this treatment. 

I further certify that the patient was encouraged to ask questions and that all questions were 

answered. 

 

Signature:    

(Provider/Physician) 

Date:  /  /   Time:    
 

 



  

Page 12 of 13 

 

Informed Patient Consent for Electronic Messaging  
 

Email and text messaging allows Wound Evolution health care providers and their associates to exchange 

information efficiently for the benefit of our patients. We understand and recognize that electronic messaging may 

not be the most secured means of communication as messages can be addressed to the wrong person or accessed 

improperly during transmission or while in storage.  

 

To keep abreast to certain health information pertaining to our patients, Wound Evolution would like your consent 

to send email and/or text messages that contain key information to your appointments. You are not required to 

authorize the use of email and/or text messaging and declining this authorization will not affect your care. Should 

you prefer not to authorize the use of email and/or text messaging we will continue to use communications via 

telephone and/or the mail system.  

 

 

COMMUNICATIONS CONSENT:  

I agree to allow Wound Evolution to send me automated text messages to the number I have provided for clinic and 

appointment updates.  

 

     I do not consent to receiving text messaging updates from Wound Evolution.  

 

Please note that you may cancel this authorization at any time with written consent.  

Signature:    

(Patient/Legal Representative) 

 

Print Name: ________________________________________ Date: ___/___/___ 
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Supply Dispensing Policy Acknowledgment  
 

 

In order to comply with federal healthcare regulations, fraud and abuse prevention laws, and clinic compliance policies, 

Wound Evolution is only permitted to provide wound care supplies that are medically necessary for treatment performed 

during a scheduled clinic visit.  

 

Patients may receive the remaining portion of supplies that were opened and used during their treatment, when clinically 

appropriate and at the discretion of the provider. However, Wound Evolution is unable to dispense additional unopened, 

excess, or take-home wound care supplies beyond what is directly used for treatment during the visit.  

 

This policy is intended to ensure compliance with federal regulations and to maintain fair and consistent treatment of all 

patients. Patients are responsible for obtaining ongoing wound care supplies through their designated supplier, pharmacy, 

home health agency, durable medical equipment supplier, or other approved sources as directed by their provider.  

 

 

By signing below, I acknowledge that I have read, understand, and agree to Wound Evolution’s supply dispensing policy.  

 

Patient Name: ________________________  

 

Signature: ___________________________    

 

Date: _________________ 
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